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Salmonella westerstede Vertebral Osteomyelitis 
and Sepsis in an Immunocompetent Patient 
Athanasios Skoutelis, MD;* Charalambos Gogos, MD;+ Vasiliki Siampi, MD;+ George 
Dimitracopoulos, MD;5 and Harry Bassaris, MD” 
SuZmoneZZu vertebral osteomyelitis (VO) is an uncom- 
mon extraintestinal manifestation of salmonellosis.‘-5 This 
report presents an unusual case of Salmonella sepsis syn- 
drome with bacteremia and VO in a previously healthy 
individual. To our knowledge there are no reported cases 
of Salmonella westerstede VO. 
CASE REPORT 
A 50-year-old Caucasian male presented to the emergency 
room on September 24,1998, because of 48-hour history 
of high fever and shaking chills followed by intense low- 
back pain. There was no diarrhea or other gastrointesti- 
nal symptoms. There was no history of trauma or chronic 
back pain. His medical history, social history, and review 
of systems were unremarkable. At the time of admission, 
the patient was in moderate distress, diaphoretic, mod- 
erately confused, and oliguric. His temperature was 
40.5”C, respiration was 24 per minute, pulse was 150 per 
minute, and blood pressure was 70/50 mmHg. Physical 
examination revealed marked tenderness on palpation 
over the lower lumbar area. Lung auscultation was unre- 
markable, no cardiac murmur was heard, femoral arteries 
were palpable, and there were no meningeal signs. Neuro- 
logic examination was unremarkable. The remaining phys- 
ical examination was unremarkable. The hematocrit was 
41.9%, the white blood cell count (WBC) was 2.37O/kL 
with 95% neutrophils, the platelet count was 77,OOO/kL, 
and the erythrocyte sedimentation rate (ESR) was 
6 mm/h. There was prolongation of prothrombin and 
partial thromboplastin time and the Ddimers were over 
2000 ng/mL. Blood chemistry revealed mild azotemia and 
mild elevation of liver enzymes. Chest radiographs and 
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spine plain films were unremarkable. Ultrasonography 
and computed tomography (CT) scan of the abdomen, 
retroperitoneal space, and pelvis were negative. A bone 
scan showed increased uptake at L-2 and L-3. Diagnosis 
of sepsis syndrome and vertebral osteomyelitis was made, 
and ciprofloxacin 400 mg every 12 hours intravenously 
plus clindamycin 600 mg every 6 hours intravenously 
were empirically started. Blood cultures of four of four 
sets drawn on admission yielded Salmonella westerst- 
ede, sensitive to ampicillin, cotrimoxazole, cefotaxime, 
and ciprofloxacin. 
During hospitalization the patient’s overall clinical 
condition was improved, although fever was sustained 
and back pain worsened during the subsequent days, 
both started to gradually improve after the seventh hos- 
pital day. Magnetic resonance imaging (MRI) showed 
increased signal intensity involving the superior end plate 
of L-3 and the inferior end plate of L-2 (Figure 1). 
Transthoracic echocardiogram showed no valvular vege- 
tations. Upper gastrointestinal endoscopy and biopsy 
were negative for chronic gastritis. Immunophenotypic 
determination of T lymphocytes was within normal lim- 
its. The remainder of the clinical course was uneventful. 
Intravenous ciprofloxacin therapy was continued for 
a total of 4 weeks. The patient was discharged with mild 
back pain, instructed to wear a custom-fitted back brace 
and to continue oral ciprofloxacin 750 mg every 12 hours 
for 8 weeks. At a follow-up visit 4 months after the ini- 
tial diagnosis, the patient was free of symptoms and fully 
ambulatory. He had successfully completed a 12-week 
course with ciprofloxacin. There was no relaspe of symp- 
toms at a sixth-month follow-up visit. 
DISCUSSION 
Salmonellae can cause a broad spectrum of illnesses rang- 
ing from asymptomatic carrier state to severe sepsis and 
death.5 Localization of Salmonella in the vertebrae occurs 
rarely.* A recent review reported 46 cases of Salmonella 
VO occurring mostly in patients with predisposing fac- 
tors.* SalmoneUa bacteremia affects mostly immuno- 
suppressed hosts including elderly people.5z6 The case 
presented here is unique, because to our knowledge, it 
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Figure 1. MRI scan of patient with Salmonella vertebral osteomyelitis 
showing increased signal intensity involving the superior end plate of 
L-3 and the inferior end plate of L-2 (arrows). 
is the first case of Salmonella VO with bacteremia and 
sepsis occurring in a patient without predisposing factors. 
The isolate in the present case was Salmonella enteritidis 
0 group serotype E4 serovar westerstede. There is no 
case of Salmonella westerstede infection reported in the 
English literature, according to Medline search. Although 
Salmonella spp are common enteric pathogens, mani- 
festations of gastroenteritis are present in only 25% of 
cases with Salmonella VO.* In the case described, there 
was no history of diarrhea1 disease, the patient resides in 
a nonendemic area, and extensive work-up during and 
after the acute episode did not disclose other underlying 
conditions. The most frequent Salmonella portal of entry 
in cases of bacteremia is the gastrointestinal tract. In 
about half of the reported cases of Salmonella VO there 
were no identified predisposing factors. However, for 
adult patients with bacteremia and with no diarrhea1 dis- 
ease, there are no reported cases without predisposing 
conditions.3-5 
This case illustrates that severe cases of Salmonella 
VO with bacteremia can occur in patients without obvi- 
ous predisposing factors. In endemic areas, a high index 
of suspicion is warranted in patients with signs and symp- 
toms of spondylodiscitis. 
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